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Dependent Eligibility

Legal spouse or partner (domestic or civil union)

* Children are covered until age 26 for medical and prescription drug plans

* For dental and vision coverage, children are covered until age 19, or until
age 24 if unmarried and a full-time student
* Children by birth, marriage, adoption, and/or guardianship

» Coverage can be continued for an unmarried child, regardless of age,
who is incapable of self-support due to mental/physical incapacity that
existed prior the child reaching age 19



Dual Enrollment

e EUTF rules specify that if both you and your spouse/partner are
employees and/or retirees of the State or counties, you can enroll
in only one family or two-party plan, or two self plans.

* Children cannot be enrolled by more than one employee or
retiree-beneficiary or as an employee and dependent.

* Dual Enrollment is prohibited within state or county.
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Reference Guide

Hawaii Employer-Union Health Benefits
Trust Fund

Available online at eutf.hawaii.gov
REFERENCE GUIDE

* Premiums & contribution amounts
* Dependent eligibility criteria

* Health plan options

e EC-1 enrollment form

FOR ACTIVE EMPLOYEE BENEFIT PLANS
Effective July 1, 2016 through June 30, 2017

Disciamer: This Reference Guide offers general informaion on your heath and other benefis pians. Your heath
benefls are extiusively govemed by the Hawall Revised Statutes and the EUTF Adminstratve Rules, as they are
amended fom time to tme. Nothing In this Guide I3 intended to amend, change. or contradict the Hawal Revised
Stahgtes and the EUTF Aoministrative Rules. This Guide I3 not 3 legal document or contract and the Informaticn in the
Guide i3 not Intended a3 jegal 3avice of to Create any legdl or CoNYaCIUY Taiities.

Thic guice can be made avallable to Indivicualc who have cpeoial needs or who need auxilary aldc for
effective communioation (Le ., large print or audiotape), ac required by the Americanc with Dicablitiec Aot of
1880. Plsace ocontact the EUTF office at 508-588-7380 or toll free at 1-800-296-0088 for cpecial needc




Health Plan Options

Medical
* HMSA
* Kaiser Permanente
* Royal State National

Prescription Drug
e CVS Caremark (HMSA subscribers)
* Kaiser Prescription Drug

Dental & Vision
e Hawaii Dental Service
 Vision Service Plan

Life Insurance
e USAble Life



Health Plan Options

HMSA

EUTF 90/10 PPO Plan
EUTF 80/20 PPO Plan
EUTF 75/25 PPO Plan
EUTF HMO Plan

Health plans include prescription drug coverage through CVS Caremark and
chiropractic coverage through ChiroPlan Hawaii



Health Plan Options

Kaiser Permanente

Standard HMO Plan
Comprehensive HMO Plan

Health plans include prescription drug coverage through Kaiser Permanente and
chiropractic coverage through ChiroPlan Hawaii



Health Plan Options

Royal State National

Supplemental Plan

Plan includes medical and prescription drug copayment reimbursement, and chiropractic
coverage through ChiroPlan Hawaii. To enroll in this plan you must have a non-EUTF
primary medical and prescription drug plan.






Premiums and Contributions

Determining employee’s share ™

HAWAI EMPLOYER-UNION HEALTH BENEFITS TRUST FUND
ACTIVE EMPLOYEES
BU's 00, 01, 02, 03, 04, 05, 06, 08, 09, 10, 11, 13, 14

Premiums and contribution table

EFFECTIVE JULY 1, 2046

BU'S 00, 01, 02, 03, 04, 06, 08, 09, 10, 11, 13, 14: FOR ALL EMPLOYERS EXCEPT COUNTY OF MAUI

L3 L3 L3
BU 05: FOR HAWAIl PUBLIC CHARTER SCHOOLS, STATE OF HAWAII HSTA VEBA EMPLOYEES WHO OFTED TO
ot Ba rga ini ng U n It TRANSFER TO EUTF PLANS or BU 05 EMPLOYEES HIRED ON OR AFTER JANUARY 1, 2011
Semi-Monthly Monthly Monthly
O o Benefit Plan Contribution Contril on | C
* Benefit plan option T ]
PPO - B0/10 Plan - HMSA Megical [ s31188 | sa0v.08 |
Prescription Dneg - CV5S Caremark
RSM Chiropracts
* Type of enrollment [Csesess | sowcw | ser |
[ S14216 | 530706 | Ga4% |
[ s3sain | sT3i06 | a7i% |
®

Monthly or annual employee
contribution

HMO - Kaiser Standamd Medical
RSN Chiropracti
Supplemental - Royal State Mational

PlEﬁphleuu
RSM Chirop

100.0%




Premium Calculator

State of Hawai

Employer-Union Health Benefits Trust

Fund

ABOUT THE EUTF ~ ACTIVE ~
EUTF Active

HSTA VB Active

OWED TO THH
Read More =)

NEWS

= New - lmportantMNotl___ .. . . __. ..
Benefits

* New — Important Notice to HSTA VB
Retirees — Benefit Plan Changes

- New—Expression of Interest for
Banking Services and RFP No. 16-

001, Benefit Plan Audit Services

RETIREES ~

TRAINING/RESOURCES ~

EUTF/HSTA ACTIVE @

Plan Benefits

Medical/Prescription Drug
Dental

Vision

Life

Premium Conversion Plan

Chiropractic

Protected Health Information

» Creditable Coverage MNotice

« HIPAA Notice: Notice of HIPAA
Privacy Rules

Read All Notices €

MEDICARE

COBRA CARRIERS

Enrollment & Rates Popular Forms & Ded

Eligibility Reference Guide
Enrollment Overview EC-1

Rates & Contributions

Summary of Benefits and 1
Coverage /

EUTF Premium Calculator

fiew All Forms ©

Experienced a Life Change?

View All ©

D

EUTF Board

=

Request For Proposals (RFPs)




Premium Calculator

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABOUT THE EUTF ~ ACTIVE ¥ RETIREES v TRAINING/RESOURCES v MEDICARE COBRA CARRIERS

Home » EUTF Premium Calculator

EUTF PREMIUM CALCULATOR

Back | Next | Startover |

SELECT YOUR EMPLOYER

OCounty of Maui
®All other employers



Premium Calculator

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABOUT THE EUTF ~ ACTIVE ~ RETIREES ~ TRAINING/RESOURCES ~ MEDICARE COBRA CARRIERS

Home = EUTF Premium Calculator

EUTF PREMIUM CALCULATOR

| Back | Mext | Start over |

SELECT YOUR BU
¥ 00 Elected/Appointed and Other Excluded Employees

01 UPW
02 HGEA
03 HGEA
04 HGEA
05 HSTA
06 HGEA
07 UHPA
02 HGEA
09 HGEA
10 UPW
11 HFFA
12 SHOPO
13 HGEA
14 HGEA




Premium Calculator

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABOUT THE EUTF v ACTIVE v RETIREES v TRAINING/RESOURCES v MEDICARE COBRA CARRIERS

Home » EUTF Premium Calculator

EUTF PREMIUM CALCULATOR

| Back | Next | startover |

SELECT YOUR COVERAGE LEVEL
OSelf

OTwo-Party

®Family



Premium Calculator

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABODUT THE EUTF ~ ACTIVE ~ RETIREES TRAINING/RESOURCES *~ MEDICARE COBRA CARRIERS

Home = ELITF Premium Calculator

EUTF PREMIUM CALCULATOR

| Back | Mext | Start over |

SELECT YOUR CURRENT PLAN

®PPO HMSA Medical (90/10) w/ Chiro and CVS Prescription Drugs
CPPO HMSA Medical (80/20) w/ Chiro and CVS Prescription Drugs
OPPO HMSA Medical (75/25) w/ Chiro and CVS Prescription Drugs
CHMO HMSA Medical w/ Chiro and CVS Prescription Drugs

CHMO Kaiser Comprehensive Medical w/ Chiro and Prescription Drugs
CHMO Kaiser Standard Medical w/ Chiro and Prescription Drugs



Premium Calculator

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABOUT THE EUTF ~ ACTIVE ~ RETIREES ~ TRAINING/RESOURCES ~ MEDICARE CARRIERS

Hame = EUTF Premium Calculator

EUTF PREMIUM CALCULATOR

| Back | Mext | Start over |

SELECT UP TO TWO PLANS TO COMPARE
PPO HMS5A Medical (90/10) w/ Chiro and CV5 Prescription Drugs
WMIPPO HMSA Medical (80/20) w/ Chiro and CVS Prescription Drugs
PPO HMS5A Medical (75/25) wi Chiro and CV5 Prescription Drugs
HMO HMSA Medical wi Chire and CVS Prescription Drugs
MHMO Kaiser Comprehensive Medical w/ Chiro and Prescription Drugs
HMO Kaiser Standard Medical w/ Chirc and Prescription Drugs



Home » EUTF Premium Calculator

EUTF PREMIUM CALCULATOR

YOUR PREMIUM CONTRIBUTIONS
PPO HMSA MEDICAL (90/10) W/ CHIRO AND CVS PRESCRIPTION DRUGS (FAMILY)

Current plan through June 30, 2016 Plan as of July 1, 2016
Semi-monthly Annually Semi-monthly Annually

$431.48 $10355.52 $483.77 $11610.48

IF YOU SWITCHED TO PPO HMSA MEDICAL (80/20) W/ CHIRO AND CVS PRESCRIPTION
DRUGS (FAMILY)

Pian as of July 1, 2016
Semi-monthly Annually

$333.22 $7997.28

IF YOU SWITCHED TO HMO KAISER COMPREHENSIVE MEDICAL W/ CHIRO AND
PRESCRIPTION DRUGS (FAMILY)

Plan as of July 1, 2016
Semi-monthly Annually

$331.78 $7962.72







Health Plan S_election |

Things to Consider |
EMPLOYEE CONTRIBUTION |.

DEDUCTIBLES %%

IN-NETWORK/OUT-OF-NETWORK m

COPAYMENT/COINSURANCE

MAXIMUM OUT-OF-POCKET m




Maximum Out-Of-Pocket

* Financial protection -
* Insurance keeps track of out-of-pocket

* When MOORP is reached — 100% coverage
* Resets every calendar year

EUTF ACTIVES

Medical Plan Coverage Chart (HMSA, Kaiser, RSN) - EUTF

Plan Design EUTF 90/10 PPO Plan EUTF 80/20 PPO Plan

HMSA
In-Network Out-of-Network*

Calendar Year Deductible $100 per person; $250 per person:;
Single/Fami $300 per family $750 per famil

Calendar Year Maximum Out-of-
Pocket $2,000/$4,000 $2.500/$5,000

Single/Famil
Lifetime Benefit Max1mum

—l_
-m_
| SpecialistOfficeVist |  10% |  30% | @ 20% | @ 40% |

Same as any other Same as any other 10% 400
condition condition ’ ’
0 9 0




Kimo is considering enrolling in the

HMSA 90/10 or 80/20 plan.

HMSA PPO Plans HMSA 90/10
Annual Employee Premium Contribution $11,610

Kimo’s family estimates $30,000 in medical
expenses through in-network HMSA
providers from April through June 2017.

Maximum Out-Of-Pocket (MOOP) 54,000
Not met
Total Estimated Annual Cost: $14,610 $12,997

Coinsurance 10%
$3,000

Total estimated annual savings under the HMSA 80/20 plan: $1,613




Malia is considering enrolling in the

Kaiser Comprehensive or Standard plan.

Kaiser HMO Plans Comprehensive Plan

Annual Employee Premium Contribution $7,963

Malia and her two dependents are
anticipating $100,000 in in-patient hospital No Charge
costs at an in-network Kaiser facility this year.

$6,000
Not met

Total Estimated Annual Cost: $7,963

Total estimated annual savings under the Kaiser Comprehensive plan: $2,110

Maximum Out-Of-Pocket (MOOP)
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Annual Physical
Examination

Annual Physical Exam

. No cost for most EUTF medical plans (except the HMSA HMO $15
copayment)
The PCP will:
. Assess your overall health
Identify risk factors for chronic diseases
Recommend preventative services and immunizations
Early detection of illness and disease increase the effectiveness of treatment

If you haven’t seen your doctor in the last year, we encourage you to make an
appointment to get your annual physical
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Annual Physical
Examination

Preventive and
Screening
Services

Preventlve and Screening Services

* Many preventive screening tests available at no cost

e Check with your PCP to find about appropriate screening tests for your age
and gender

It’s always better to prevent illness than to treat iliness

Diabetic Meter
Program




Tobacco Cessation

*  Another no cost benefit
. Smoking is a major risk factor for chronic diseases

Trained counselors are available by phone to provide guidance, support and
recommendation of products to help to you quit smoking

Contact
. HMSA QuitNet program (855)329-5461
. Kaiser tobacco cessation (808)643-4622

. CVS Caremark tobacco cessation product information and
recommendations (855)801-8263
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Annual Physical
Examination

-l ¥ I

WTFIK -

Preventive and
Screening
Services

No cost blood glucose meters to help monitor blood glucose levels
For CVS Caremark members
Contact CVS Caremark Diabetic Meter Team at (800)588-4456

Diabetic Meter
Program




Annual Physical L ‘

Disease Management (DM)

* Diabetes, chronic obstructive pulmonary disease (COPD), asthma,
hypertension and heart disease

DM programs through HMSA and Kaiser
v' Contact members with diagnosed conditions :
v" Provide one-on-one support from a healthcare professional

To take advantage of these programs talk to your PCP, HMSA or Kaiser

\ -
Disease L "4l | Tobacco Cessation
Management s ' Products &
Programs i Programs

Diabetic Meter
Program




Annual Physical
Examination

il
) ‘.'o

Preventive and
Screening
Services

a4‘' .

Another no cost benefit

Coaches provide guidance and support to manage conditions such as diabetes and
help with lifestyle changes such as eating better, managing your weight and
reducing stress

A personal coach will help you create and stick with a plan for reaching your goals
Contact
. HMSA Well-Being Connection (855)329-5461

Kaiser (808)432-2262 or (808)432-2260

Program



Annual Physical
Examination

<= A . . l l

Dr. Ornish Program for Reversing Heart Disease

HMSA EUTF active employees

Scientifically proven to reverse heart disease using lifestyle changes
Eighteen four hour sessions over 9 weeks

Cost is $20 per session for eligible HMSA members

Contact an Ornish care specialist at (877)888-3091

5 - ET &

Diabetic Meter
Program
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Enrollment Procedures

EC-1 enrollment forms are available on our website at

State of Hawaii

Employer-Union Health Benefits Trust
Fund

ABOUT THE EUTF ~ ACTIVE ~ RETIREES *~ TRAINING/RESOURCES MEDICARE CARRIERS

EUTF/HSTA ACTIVE @

EUTF Active

Plan Benefits Enroliment & Rates Popular Forms & Decuments

H5TA VB Active

Reference

Click

Medical/Prescription Drug Eligibiligy

|

Denta Enroliment Owverview

Vision Rates & Contributions A
Life Summary of Benefits and View All Forms 3 \ . j
Coverage

Premium Conmversion Plan

Chiropractic

ACTIVE EMPLOYEES OPE
Read More =)

Experienced a Life Change?

Wiew All £

NEWS

» COBRA Active Open ... ... .. I —

2016 Protected Health Information —




EC-1 Hawaii Employer-Union Health Benefits Trust Fund PLEASE SUBMIT THIS
N e EC-1: Enroliment Form for Active Employees PR T
DUE DATE: This form must be submitted to your Personnel Officer or Departmental Personnel Office | poe empLoYEES:
within 30 days (180 days for newborns) of the event date. HBAU PO BOX 2360
HONOLULU HI 96804
- Ple mplete all applicable fields below. Social numbe required new hir
SECTION 1: EMPLOYEE DATA St e semls ™ Sus Sutn § 4 Tk e Gty FOR LT
Name (Last Name, First Name, Middle Initial) [X] New Hire/Newly Eligble [ During the Plan Year Qualifying Event (describe)
. . Date of Hire/Newly Eligible (MM/DD/YYYY)
_Kealoha, Samantha, N.
Home Phone (_808)263-1111 0412912016

Event Date / /

Mobile Phone ( 808 ) 555-1234
Work Phone (808 586-7390 [ Open Enroliment (efieciive 07/01/2016)  Marital Status [X) Married ] Single

Email samanthakealoha@email.com Marriage Date: (MMW/DD/YYYY)

[ Termination of Employment
Mailing Address (] Check this box if your address has changed) Date of Termination (MM/DD/YYYY) 02 /.14 12014

sireet 123 Aloha Lane

I / O Civil Union
Line 2 Civil Union Date: (MM/DD/YYYY)
e Employee’s Social Security Number (SSN) (] Check this box if status change)
cty Honolulu state Hl _ 7pCode 96813 SUECHE B\ b -
555-55-5555
Residence Address (if different from above) Domestic Partner (DP Status)
Street Gender [[] Male [X]Female [J IRS Qualified [] Not Qualified
Birth Date: (MM/DD/YYYY) Notary Date: (MM/DD/YYYY)
Line 2
, 10 /151984 / /
! City State Zp Code
’ Special Note: If your Spouse, Civil Union Partner or Domestic Pariner is a State or County Employee or Retiree, please provide his/her Name, Date of Birth and SSN
Name: _Jonathan M. Kealoha pos: 09/,23,1983 ssn_555-55-1234

<7V B

Full name
Contact Information

M | 0 ARy

||\ \‘ :

New Hire/Newly Eligible i}
SSN, Gender & DOB A

Marital status
e Civil Union
* Domestic Partner

Current address

r—

>



SECTION 2: COVERAGE AND DEDUCTION START SELECTION

If events are filed within 30 days of a qualifying event date, some events allow for a selection of the Coverage and Premium Contribution Start Dates.
If your event is listed below, please select one of the three options, otherwise skip this section.

Qualifying Events for this Section Available Options for this Section

Adoption, Birth, Guardianship, New Eligible Student, Marniage, Domestic [] Coverage starts day of the event & premium contributions start 1st day of the pay period in which the
Partner, Civil Union, New Hire, Newly Eligible, Reinstatement in effective date of coverage occurs (if no selection is made. this option will be used)

Employment, Return from Authorized Leave of Absence [] Coverage and premium contributions start 1st day of the first pay period following event

if not currently enrolled) Coverage and premium contributions start 1st day of the second eriod following event

Option 1: ’
Date of Hire*

I Option 2:

: First day of the first pay period

T

Option 3:
" First day of the second pay period :

*If no selection is made option 1 will be used




April

Option 1% =-ﬂﬂ-ﬂﬂ

o 1011|1213

» Coverage begins on the date Contribution

of hire. iy YTl elr

Contribution start date will be

- | 27
the first day of the pay period in ‘ @ 30 ----

which the event occurs.

May

*If no selection is made option 1 will be used EEE

19|20 21|22 |23 (24 |25
26|27]28/29]30]31




Option 2

* Coverage and contributions begin
on the first day of the first pay
period following the event.

April

T Tal203lalsle
785 10)u 1213
1415|1617 |18 19|20
212223 24|25 26 |27
5G| | |




April
. [a]2/3[4]s 6
P 785101112 ]13
* Coverage and contributions begin m

I cihesecon E%Eﬁﬁﬁﬁ

May
| 1234
5167 11
14 (15 16 17
19




SECTION 3: PLAN SELECTION

Make your selection by checking all the boxes of the appropriate benefit plans below. Select Self, 2Party, Family or Cancel/Waive coverage.
You may only choose one medical/prescripfion drug plan. If no selecion is made, EUTF will assume no changes are being made.

Medical/Prescription Drug Plan

Type

PPO

Carrier Selection

Cancel/Waive

Self

You may only choose one medical/prescription drug plan
2-Party Family

PP0O-90/10 HMSA Medical,
CVS Prescription Drug, RSN Chiro

O

O

O

O

PPO-80/20 HMSA Medical,
CVS Prescription Drug, RSN Chiro

PPO-75/25 HMSA Medical,
CVS Prescription Drug, RSN Chiro

HMO

HMO-HMSA
CVS Prescription Drug, RSN Chiro

HMO-Kaiser Standard
Prescription Drug, RSN Chiro

HMO-Kaiser Comprehensive
Prescription Drug, RSN Chiro

Supplemental

Supplemental- Royal State National Insurance Company
(Includes Supplemental Drug Coverage), Chiro
*** To be eligible for coverage under the Royal State Supplemental plan, you

and your eligble dependent(s) must be covered under a non- EUTF health
plan. See Secfion 5 on “Instructions for Completing Form EC-1

o {8 o 0o 1 o

1% B o o |

O|0|j0(0|0|X

o o o

Other Plans

Cancel/Waive

Self

2-Party  Family

Dental

Hawail Dental Service  iferroliing new dependent ages 13-23 attach student vesification

O

O X [

Vision

Vision Service Plan # enrolling new dependent ages 19-23 atach student verfication

0

0

X

]

Life

USAble Life

|

X

For STATE Employees ONLY: Premium Conversion Plan g Enroll

[] Change Amount

[ Cancel PCP [ Do NOT Envoll

For COUNTY Employees ONLY: Premium Conversion Plan — Please contact your DPO for more information on available options.

EC-1Rev. 042016

Page 1 of 2

1 y | _—
‘“‘ '.\'30?‘,-\1‘1-&’ -1,

! " a2 N - -
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Employee’s Name Samantha N. Kealoha

SECTION 4: DEPENDENT INFORMATION AND PLAN SELECTIONS Please list all dependents you want enrolled
List all eligible dependents you wish to cover and check the plan selections desired. Relationship* Key: SP=Spouse, DP=Domestic Partner, CU=Civil Union Partner, CH=your Child or
your Spouse’s Child, DPCH= Domestic Partner’s Child, CUCH=Civil Union Partner’s Child, SC=Step Child, GC=Guardianship/Foster child, DC=Disabled Child if your child is age 19 or
over and is also disabled. Social Security Number **: Social Security Number is not a required field when submitting an initial EC-1 for new birth. Please be sure to submit an EC-1 fo
update our records for your newborn once the information received/issued by the SSA.

Conte | At | Deee Desendent BriDste | SoddSecuiyMumber | Relstonship® | Gender | Medcal | Derial | Vison
Coversge LastName, Frst Name Widde nial MWDDIYYY) we | ong
O | | O Kealoha, Jonathan M. 09/23/1983 555-55-1234 | SP M | R | @ | X
O (0|0 ] O| 0|0
O] ] ] I O O | O
O] ] ] [ O O | O
! O O | O I O | O |0
O (0|0 I O | 0|0
il O] O] I O O | O

Detailed eligibility information is available at http://eutf hawaii.gov in the EUTF Administrative Rules & Chapter 87A, Hawail Revised Statutes.
Dependent Certification and Student Certification— See Section 4 item 8 on “Instructions for Completing Form EC-1" for more information

il | certify that my spouse, civil union or domestic partner and/or dependent children meet eligibility requirements for enroliment in the EUTF
‘ plans. SNK (initials) :

)f | certify that my dependent child is a full-time student and have attached all documentation as required in Section 4 regarding dependent and student
f certification in the “Instructions for Completing Form EC-1". (initials) |

Proof Documents
e Marriage/Civil Union/ Domestic Partnership Documents

* Birth Certificate
Student Certification




*** To be eligible for coverage under the Royal State Supplemental plan, you and your eligible
SECTION 5: OTHER INSURANCE INFORMATION dependem(f) e mve?ed — ,myZUTF hea“‘,’,pp,an plan, you and your efp
If you or any of your dependents are covered under another non-EUTF health plan(s), please provide the type of plan, name of the plan, subscriber’s name, effective date of the plan, and
the health plan coverage (Self, 2-party, Family).
Type of Plan Name of the Plan (Carrier's Name) Subscriber’'s Name Effective Date

Self 2-Party

Medical,Drug UnitedHealthcare Jonathan M. Kealoha 10'01/2014 O

Il L] U]

| am eligible for the coverage requested and declare that the individuals listed on this enroliment form are also eligible. | understand that the benefit elections made on this
application are in effect for as long as | continue to meet EUTF's eligibility requirements, or until | elect to change them subject to the provisions of EUTF’s plan rules. | have
read the benefit materials, understand the limitations and qualifications of the EUTF benefits program and agree to abide by the terms and conditions of the benefit plans
selected. | authorize my employer or finance officer to make the pre-tax or after tax deductions, adjustments or cancellations from my salary, wages, or other compensation for
the monthly employee contribution in accordance with applicable laws, rules and regulations.

A person who knowingly makes a false statement in connection with an application for any benefit may be subject to imprisonment and fines. Additionally, knowingly making a
false statement may subject a person to termination of enroliment, denial of future enroliment, or civil damages. This form supersedes all forms and submissions | previously
made for EUTF coverage. | hereby declare that the above statements are true to the best of my knowledge and belief, and | understand that | am subject to penalty for perjury.

Employee Signature: Samantira N. Kealohra Date Signed ©O4/30/2016

.,.l,:,.".mu':;; AR O OO0 AT OPORER LT ot B B LT

Submit EC-1 enrollment form to your personnel office or enrollment
designee within 30 days of your new hire date.

— . . B :\}_‘. -.rmg_z—

o Londd G .'..‘.'_-..“vlhub'- ot




Confirmation Notice

You have 10 calendar days from the date
of the notice to report any errors or
changes

County employees are responsible for
notifying their personnel office and
payroll of any plan changes

HAWAII EMPLOYER-UNION
HEALTH BENEFITS TRUST FUND

Date: May 04, 2012

SARAH ALOHA HB= 5939995

HONOLULU, HI 96805 Baganing Untt 13 '

Thus Confirmation Notice details the earollment changes that were made to your account. Please
carefully review its contents to make sure it does not contain any errors. You have a cne-time
opportunity to correct errors that you made in selecting your coverages (e.g. plan, tier level and
dependents) on your enrollment form by notifiying EUTF within 10 calendar days from the date of this
notice. Any approved changes will be made retroactively to the effective date of the changes as noted
below. You will be responsible for any additional premuums.

Please subnut your corrections in writing by completing the attached Corrective Action Request Form
Keep 2 copy of the Corrective Action Request Form for you records. 1f the EUTF does not hear from
you in writing within 10 calendar days from the date of this notice, the change(s) will remain in effect as
indicated. Any additional changes t0 your plans will not be allowed until the next Open Enrollment
penod, unless you expenience a mud-year qualifying event that permats changes under the EUTF
Adnuzistrative Rules

Your Benefit Plan Enrollments: as of 01 31 2015

Your Total Pay Period Deduction:

The EUTF Notice of Privacy Rules describes bow your medical information may be used and disclosed
and bow you can get access 10 the mformation. It 15 avaulable ocline at eutf hawaii gov. Please review it
carefully

ZUTY Masace ‘h:nhhh‘-l‘lqalsi-inurcqtpmhq-ri-.yhﬁnmm-l—
Sas changag sseds Te roade e B2 3 ecelax. corwoa. (apmsmea tad by







Common Qualifying Life Events

* Marriage

* Divorce

* Death

* Loss of Coverage

* Acquisition of Coverage

* Adding or Dropping Dependents
* Birth
» Adoption or placement for adoption
 Legal guardianship™
* Foster child*
* Newly eligible/Ineligible student

*Legal guardianship and foster children are covered until the age of majority, 18.



Making Changes to Your Plan

Complete EC-1 Enrollment form

* Forms are available online at eutf.hawaii.gov

Submit EC-1 form within 30 days of Qualifying Life
Event

* Birth - 180 days

Submit Proof Documents within 60 days

* Do not wait for proof documents to submit EC-1 form
* Contact EUTF if proof documents will take longer than 60
days



Open Enrollment

Plan changes that can be made during Open Enroliment
* Add, remove, or change plans

 Add or remove dependents

New coverage and rates are effective July 1

Plan year is from July 15 to June 30t



EUTF Contact Information

* Location: * Mailing Address:

Oahu: City Financial Tower P.O. Box 2121

201 Merchant Street, 17" Floor _
Honolulu. HI 96813 Honolulu, HI 96805-2121
(No Validated Parking)

* Hours: :
: » Website:
Monday — Friday (except State holidays)

7-45am - 4:30pm http://eutf.hawali.gov

* Phone: :
Oahu: 808-586-7390 S0 —
Toll-Free: 1-800-295-0089 Gillea!-gov






